One of the major roles of interventional EUS is biliary decompression as an alternative to ERCP or percutaneous transhepatic biliary drainage. Among EUS-guided biliary drainage, EUS-guided hepaticogastrostomy with transmural stenting (EUS-HGS) may be the most promising procedure since this procedure can overcome the limitation of ERCP. However, EUS-HGS has disadvantages, and the safety issue is still not resolved. In this review, the clinical outcomes and limitations of EUS-HGS will be discussed.
INTRODUCTION
EUS-guided hepaticogastrostomy with transmural stenting EUS-HGS has the following advantages over endoscopic retrograde biliary drainage (ERBD) and percutaneous transhepatic biliary drainage (PTBD). [1, 2] ERBD is not available when the papilla is not accessible endoscopically. However, EUS-HGS is possible even in surgically altered anatomy or inaccessible papilla. One of the major concerns of ERBD is procedure-related acute pancreatitis. In EUS-HGS, traumatic papillary irritation which can develop acute pancreatitis may be avoided. The stent patency might be longer in EUS-HGS than in ERBD since the stents are not needed to be placed across the stricture site. EUS-HGS shows similar efficacy compared to PTBD when performed by expertise, and may be more comfortable and physiologic to the patients than PTBD because of internal drainage.
The overall number of reinterventions seems to be lower after EUS-HGS than after PTBD. [1, 3] However, EUS-HGS is still limited because of the complexity of this procedure and the lack of dedicated device for EUS-HGS. Because of the anatomical proximity to the mediastinum, very serious adverse events can occur in EUS-HGS.
EFFICACY OF EUS-GUIDED HEPATICOGASTROSTOMY
Based on 27 clinical studies, the technical and clinical success rates of EUS-HGS were reported to be 96% (range, 65%-100%) and 90% (range, 66%-100%), respectively [ Table 1 ]. The success rate of EUS-HGS was comparable to ERBD and PTBD procedures. [1, 2] The technical and clinical success rates of EUS-guided choledochoduodenostomy (EUS-CDS) were similar to EUS-HGS; however, EUS-CDS has been more widely used because the extrahepatic biliary access through EUS is closer and easier. Nevertheless, EUS-HGS may be preferred over EUS-CDS as an alternative to ERBD, given the clinical situation where ERBD is not feasible. In cases of surgically altered anatomy or duodenal obstruction, EUS-HGS will be the primary choice.
Theoretically, because EUS-HGS stents are placed away from the malignant stricture, the stent patency seems to be longer in EUS-HGS than in ERBD. However, stent patency of EUS-HGS was reported variously, ranging from 62 days to 402 days [ Table 1 ]. Although EUS-HGS may have fewer chance of tumor ingrowth or overgrowth, it can have more cases of stent migration and clogging by food material, and these reasons may shorten the stent patency of EUS-HGS. The location and degree of biliary stricture, presence of gastric or duodenal obstruction, ileus, type and length of the placed stent, and the presence of liver metastasis may affect the stent patency of EUS-HGS. There has been only one prospective study comparing the stent patency between EUS-guided biliary drainage (EUS-HGS and EUS-CDS) and ERBD, [2] and the stent patency was significantly longer in EUS-guided biliary drainage than in ERBD (6-month stent patency 85% vs. 49%, P = 0.001). Ogura et al. reported that EUS-HGS had significantly longer stent patency than EUS-CDS in patients with duodenal obstruction (median 133 vs. 37 days; hazard ratio 0.391, 95% confidence interval 0.156-0.981, P = 0.045), and duodenobiliary reflux caused by duodenal obstruction may contribute shorter stent patency of EUS-CDS. [21] However, in the recent study of our group, there was no significant difference in stent patency between EUS-HGS and EUS-CDS in subgroup analysis of patients with duodenal invasion. [2] EUS-CDS can be performed in patients with type II or III duodenal obstruction (intact duodenal bulb). Further prospective studies comparing EUS-HGS and EUS-CDS among patients with type II or III duodenal obstruction would be warranted.
SAFETY OF EUS-GUIDED HEPATICOGASTROSTOMY
As many clinical data related to EUS-HGS have been reported, this procedure seems to be a safe procedure, and produces fewer procedure-related adverse events than PTBD. [1, 32] The overall rate of adverse events was 18% [range, 0%-50%, Table 1 ]. Common adverse events of EUS-HGS include abdominal pain, self-limiting pneumoperitoneum, bile leak, cholangitis, and bleeding. In rare cases, serious adverse events such as perforation, intraperitoneal migration of the stent, and mediastinitis may happen. Even there have been six deaths associated with EUS-HGS, three of which were associated with bile leak, and the remaining three associated with sepsis. [3, 18] EUS-HGS has more types of adverse events than EUS-CDS, and some of them are life-threatening. [15, 33] For beginners, more adverse events occur in EUS-HGS than in EUS-CDS. [12] Therefore, EUS-HGS should be tried after sufficient experience of EUS-guided tissue acquisition, pseudocyst drainage, and EUS-CDS. The learning curve of EUS-HGS is still unclear; however, a recent study revealed that over 33 cases might be required to reach the plateau phase for successful EUS-HGS [ Figure 1 ]. [28] In order to prevent procedure-related adverse events in EUS-HGS, it is important to reduce the number of accessory changes and shorten the procedure time. For this purpose, a dedicated device for one-step EUS-BD without additional fistula dilation has been introduced, which may result in shortened procedural time with less procedure-related adverse events. [19] 
LIMITATIONS OF EUS-GUIDED HEPATICOGASTROSTOMY
Because EUS-HGS is still technically challenging, it is available only in a small number of hospitals so far. There remains a risk of losing access since only a short length of the guide wire left coiled inside the intrahepatic during the exchange of accessories. [34] For a beginner of EUS-HGS, conversion of PTBD to EUS-HGS would provide an additional advantage to achieve the plateau of learning curve for EUS-HGS. [23] By opacification of the intrahepatic through a PTBD catheter, the practitioner more easily finds the optimal puncture site of the intrahepatic. Even if EUS-HGS fails, the risk of adverse events such as cholangitis or bile leak may decrease because of the indwelling catheter.
In advanced hilar stricture or isolated right intrahepatic bile duct obstruction, EUS-HGS has some technical limitations draining the right intrahepatic. However, several techniques of EUS-HGS have been introduced to drain right lobe as follows: (1) Bridging method that inserts uncovered S46 ENDOSCOPIC ULTRASOUND / VOLUME 8 | SUPPLEMENT 1 / NOVEMBER 2019 Contd... metal stent between right and left intrahepatic first, then inserts the covered metal stent between left intrahepatic and stomach [35] and (2) hepaticoduodenostomy that access right intrahepatic in the duodenum. [36] However, right-sided biliary access may be difficult because of the acute angulation of the access route.
The long distance of the track through the liver parenchyma between the puncture site in the gastric wall and the intrahepatic contributes procedure-related adverse events. [37] The fistula dilation is also a difficult step, and the use of noncoaxial electrocautery during fistula dilation is a risk factor for procedure-related adverse events. [10, 20] Another big problem is that the stent could migrate into the peritoneal cavity since there is a free space between the liver and the stomach. The movement of the liver during respiration may also lead to stent migration. [20] To prevent stent migration, 
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ENDOSCOPIC ULTRASOUND / VOLUME 8 | SUPPLEMENT 1 / NOVEMBER 2019 the distance between the liver and stomach should be as close as possible, and intrachannel stent release technique should be applied while the HGS stent is deployed. [15, 38] Moreover, to prevent stent migration by shortening of the stent, a long stent of 10 cm or more and over 3 cm gastric end of the stent are recommended. [22] In order for EUS-HGS to become more popular, the development of dedicated accessories and devices, and standardization of EUS-HGS technique is mandatory.
CONCLUSIONS
EUS-HGS is a very attractive procedure because it can be performed by the same practitioners of ERCP, and it is possible for endoscopically inaccessible papilla. The clinical studies about EUS-HGS after failed ERCP have shown comparative efficacy with fewer adverse events compared to PTBD. However, since most of the procedures in these studies have been done by experts, EUS-HGS should be performed after sufficient practice and experiences of EUS and ERCP, and surgeons and interventional radiologist should also be available to help with the procedure-related adverse events.
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